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 This visit was for the post certification revisit 

(PCR) survey to the PCR survey conducted on 

November 2, 2011 to the recertification and state 

licensure survey completed on September 26, 

2011.

This survey was done in conjunction with the 

PCR to complaint #IN00100350.

Dates of survey:  January 3 and 4, 2012

Surveyor:  Kathy Craig, Medical Surveyor III and 

Team Leader

                  Susan Eakright, Medical Surveyor III

Facility Number:  000730

Provider Number:  15G580

AIMS Number:  100272190

Arcadia Developmental Center was found to be in 

compliance with 42 CFR Part 483, Subpart B and 

410 IAC 16.2 in regards to the post certification 

revisit survey.
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